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Abstract 
Adenocarcinoma, typically in the distal third of the esophagus, and squamous cell carcinoma, typically in the 
proximal two thirds of the esophagus, each make up 49% of cases of esophageal cancer. The remaining cancers in 
this area include sarcoma (1%), lymphoma (0.5%), cylindroma (0.25%), and primary melanoma (0.25%). 
Case report 
We present patient S.G. 62 years old, male, with the following symptoms started 3 months from hospital admission: 
difficult swalloing mostly for the hard foods and eventually for the liquids too, chest burning, cough and vomiting, 
throat pain, weight loss. In the laboratory findings only a mild anemia was found, Hemoglobine 10.8 g/dl, and 
slightly high values of CRP. Patient was hospitalized in the First Clinic of General Surgery, University Hospital 
Center “Mother Teresa” Tirana, Albania and underwent an upper gastrointestinal tract endoscopy and 28 cm form 
the incisive teeth and esophageal narrowing was detected which could not allow the scope to go lower for further 
examination. Biopsy was taken through endoscopy. Patient was planned for a CT scan and tumor markers, CEA 
and CA 19-9, both later ones came in normal values. CT scan showed an irregular, asymmetric narrowing of the 
thoracic esophagus, thickening of the esophagus walls with 4 cm of extension without invasion of local 
periesophageal fat and regional lymphadenopathy. The biopsy resulted; esophageal squamous cell carcinoma G2. 
In these circumstances patient underwent a feeding jejunostomy and was sent to follow the protocol of neoadjuvant 
chemo and radiotherapy. Three months later the patient is returned in our clinic, where he underwent the surgical 
intervention. Postoperatively the patient was treated in the Intensive Care Unit. The next day after the operation, 
cervical drains were removed and in the fourth postoperative day the thoracic and abdominal drains were also 
removed. Patient comes in the surgery ward in the fifth postoperative day where is treated afterwards with an 
excellent postoperative course. In the tenth postoperative day the anastomosis integrity is verified by x-ray 
swallowing contrast gastrografin, and the next day he was discharged from the hospital.  
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Introduction 
The incidence of adenocarcinoma is clearly increasing; it will soon become the most prevalent type of cancer of 
the esophagus. No malignant tumor in the past 25 years has increased in incidence as much as adenocarcinoma of 
the esophagus.1 The primary risk of adenocarcinoma is related to the duration and severity of gastroesophageal 
reflux and the progression of mucosal changes from Barrett's esophagus to dysplasia to adenocarcinoma.The 
incidence of squamous cell carcinoma, which used to be the major cause of esophageal cancer, has significantly 
decreased.1 The decrease may be related to reductions in risk factors, which include smoking, excessive alcohol 
use, caustic lye injury or thermal injury, diet, obesity, achalasia, and tylosis.1 Typical symptoms of esophageal 
cancer include difficulty in swallowing, with a feeling of fullness, pressure, burning, or coughing, a feeling of both 
liquids and solids becoming stuck behind the sternum, indigestion, emesis and weight loss. 
 
Diagnostic methods 
Endoscopy and biopsy are essential for determining whether the tumor is squamous cell carcinoma, Barrett's 
esophagus, or adenocarcinoma. However, multiple staging modalities are available, from physical examination to 
computed tomography (CT), endoscopic ultrasound, magnetic resonance imaging (MRI), positron emission 
tomography (PET), thoracoscopy/laparoscopy, bone scan, laryngoscopy and bronchoscopy.2-10 CT scan is used 
most frequently in diagnosis. While it clearly shows the presence of tumor, it is only 49% to 60% accurate in 
staging the depth of the tumor, according to published reports.7.8.9.10 Endoscopic ultrasound is significantly better 
in determining T stage, with an accuracy ranging from 76% to 92%.3,4,5,6,7 While few studies have examined MRI's 
success in determining T stage, it appears to be very promising, with an accuracy rate of 96% to 100%.10 
 
Material and methods 
During last year, from October 2018 to October 2019, 15 operations for esophageal and gastroesophageal junction 
cancer are performed in The First Surgical Clinic, UHC “Mother Teresa”. In 7 patients, subtotal esophagectomy 
Ivor-Lewis with a mediastinal esophago-gastric anastomosis was performed. In 4 patients, distal esophagectomy 
and proximal gastrectomy with an abdominal esophago-gastric anastomosis was performed. In 3 patients, distal 
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esophagectomy and total gastrectomy with Roux-en-Y esophago-jejunostomy reconstruction was performed. In 1 




We present patient S.G. 62 years old, male, with following symptoms started 3 months previous hospital admission: 
swallowing difficulties mostly for hard foods and actually for the liquids as well, chest burning, cough, vomiting, 
throat pain and weight loss. In the laboratory findings only a mild anemia was found, Hemoglobine 10.8 g/dl, and 
slightly high values of CRP.  
The patient was hospitalized in the First Clinic of General Surgery, in University Hospital Center “Mother Teresa”, 
Tirana, Albania and underwent an upper gastrointestinal tract endoscopy (figure 1), where 28 cm form the incisive 
teeth an esophageal narrowing was detected which could not allow the scope to go lower for further examination. 
Biopsy was taken through endoscopy.  
Menagement options 
For resection, surgeons use several techniques:  
the IvorLewis, a thoracoabdominal approach;   
the transhiatal, involving the abdomen and neck while avoiding the thoracic incision;  
the transabdominal, used particularly for cancers of the lower gastroesophageal junction;  
total thoracic esophagectomy McKeown or Akiyama procedure;  
the thoracoscopic/laparoscopic, a minimally invasive approach. 
   
Figure 1. Endoscopy view                           Figure 2. CT scan of t 
After that the patient was planned for a CT scan and tumor markers, CEA and CA 19-9. Both of them came in 
normal values. CT scan showed an irregular, asymmetric narrowing of the thoracic esophagus, thickening of the 
esophagus walls with 4 cm of extension without invasion of local periesophageal fat and regional 
lymphadenopathy. The biopsy resulted in esophageal squamous cell carcinoma G2. In these circumstances patient 
underwent a feeding jejunostomy and was sent to follow the protocol of neoadjuvant chemo and radiotherapy. 
Three months later the patient is returned in the First Surgical Clinic where he underwent the surgical intervention.  
Surgical procedure 
   
Figure 2, A, B. Subtotal esophageal resection performed, closely to the thoracic inlet, 5 cm above the tumor.  
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Figure 3. A, B. Surgical procedure continued by a midline abdominal incision and the prepared esophagus was 
pulled out in the abdomen.  
 
   
Figure 4. A, B. After that the resection of the lesser curvature was made and the stomach was prepared as a conduit 
for the esophageal reconstruction followed by Heineke-Miculitz pyloroplasty.  
 
   
Figure 5. A, B. A third left parasternal incision was done in the neck where cervical esophagus was exposed and 
the distal end was pulled out. A retrosternal tunnel was created manually and the stomach was delivered in the 
neck through this tunnel.  
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Figure 6. An end to end anastomosis was performed in the neck using a circular stapler 25 mm. So a subtotal 
esophageal resection with a cervical esophagogastric anastomosis retrosternal positioned (Akiyama Procedure) 
was performed. Each cavity was closed and drained.  
 
   
Figure 7. In the tenth postoperative day the anastomosis integrity is verified by x-ray swallowing contrast 
gastrografin, and the next day he was discharged from the hospital.  
 
Discussion 
Postoperatively the patient was treated in the Intensive Care Unit. The next day after the operation, cervical drains 
were removed and in the fourth postoperative day the thoracic and abdominal drains were also removed. Patient 
comes in the surgery ward in the fifth postoperative day where is treated afterwards with an excellent postoperative 
course. In the tenth postoperative day the anastomosis integrity is verified by x-ray swallowing contrast 
gastrografin, and the next day he was discharged from the hospital. The biopsy of the specimen resulted squamous 
cell carcinoma with moderate differentiation G2. All the 5 lymph nodes were reactive, no invasion in the 
periesophageal fat tissue.  
The survival rate of patients undergoing surgery for thoracic esophageal cancer has improved in recent years, 
partly as a result of advances in surgical techniques and perioperative management.11,12 However, this extensive 
surgery is still associated with high complication rates and a long-standing negative impact on the patient’s quality 
of life (QOL). Early postoperative complications such as anastomotic leakage cause significant morbidity. Thus, 
reducing the risk of such complications could reduce the negative impact on QOL after esophageal cancer surgery. 
Gastric transposition with esophagogastric anastomosis is a common method of reconstruction after 
esophagectomy.12,13,14, 15, 16, 17 Esophagogastric anastomoses can be fashioned in the neck or in the chest, by hand-
sewing or by using a mechanical stapling device. Several investigators have compared these two techniques  
applied at both sites but controversy still exists on which is the best approach.  
In our study subtotal esophagectomy through a right thoracotomy was performed. Stomach was used for 
esophageal reconstruction. Anastomosis was made in the neck using a circular stapling device. Stomach was 
delivered in the neck through a retrosternal tunnel made manually. The primary aim of surgical treatment for 
carcinoma of the esophagus is cure of the disease or prolongation of survival time and the ability to ingest food 
normally. A balanced combination of resection and reconstruction with minimal surgical risks is important. It has 
been demonstrated that complete lymph node dissection is necessary in the mediastinum as well as in the abdomen, 
regardless of the anatomic location of the tumor.18, 19, 20 However, resection is not indicated for patients with 
extensive tumor involvement in the cervical, para-aortic, retroperitoneal, and or other distant lymph nodes. In our 
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case three field lymphnode dissection was made, in the neck, thorax and abdomen. For better exposure of the 
whole posterior mediastinum, a right thoracotomy should be chosen. In order to have a safe surgical margin, care 
must be taken, particularly for lesions of the upper esophagus. Esophagotomy in the neck is useful in order to 
avoid a cancer-positive surgical margin. Anastomosis is routinely performed in the neck.21, 22, 23 
 
Conclusions 
Cervical anastomosis has the advantages of postoperative safety and excellent exposure, which makes the 
anastomosis accurate. The retrosternal space is routinely used as the route of esophageal replacement in order to 
avoid the possibility of local tumor recurrence in the posterior mediastinum. However, for early-stage carcinoma, 
a posterior mediastinal route can be chosen. The presternal route is rarely used, because of length and cosmetic 
reasons. An intrathoracic anastomosis is not recommended, because of the possibility of incomplete mediastinal 
node dissection and prolongation of the time of thoracotomy. Preoperative and postoperative irradiation or other 
adjuvant therapies by chemotherapy or immunotherapy are also important means of treatment. They have been 
used for selected patients. However, more studies with larger population have to be performed of the effects on 
patients with carcinoma of the esophagus, for e better understanding. 
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